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Questions
• What is the diagnosis or closest differential diagnosis?
• What additional ancillary test(s) would be useful in this case?
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MICROSCOPIC FINDINGS
Biopsy showed a lesion composed of proliferating fibroblasts, randomly oriented and in short intersecting fascicles within a focally myxoid stroma. Towards the peripheral side of the lesion, as well as focally within the stroma, there were fragments of woven bone, lined by active osteoblasts and few multinucleate osteoclasts, imperceptibly lending with the fibroblasts [Figure1c and d] . 
Which category of tumors this entity comes under? Pseudosarcoma
What is the recently described genetic event driving these group of tumors? USP6 rearrangement
DISCUSSION
According to the World Health Organization (WHO) classification of tumors of soft tissue and bone, myositis ossificans and fibro-osseous pseudotumor of digits (FP) and are self-limiting, localized lesions, essentially comprising two components, namely cellular fibrous tissue and reactive bone. [1] Invariably, these lesions are associated with a history of injury, which could not be procured in the present case. However, in view of involvement of the phalanx, which constitutes as one of the frequent location of this lesion; radiologic findings, combined with histopathologic features, diagnosis of MO was offered.
Various extraskeletal osseous lesions include myositis ossificans, fibro-osseous pseudotumor, fibrodysplasia ossificans progressiva, soft-tissue osteoma, and extraskeletal osteosarcoma.
Although myositis ossificans (MO) and FP are analogous lesions; it has been reported that unlike MO, FPs lack well-defined zoning pattern. [2] On radiologic imaging, while MO invariably appears as a well-defined, lytic lesion with a lucent centre and peripheral calcification, FP is characterized by an ill-defined soft tissue mass with focal calcification. [3] The present case, on radiologic imaging, was consistent with MO, while on microscopic examination had overlapping features between MO and FP. The other lesion in this spectrum is florid reactive periostitis, which additionally comprises chondroid elements. Lack of significant nuclear pleomorphism in the spindle cells and characteristic radiologic features, made diagnosis of an extraskeletal osteosarcoma, less likely. There have been earlier reports on FP and MO, involving the digits. [1, 4] Recently, USP6 rearrangement has been identified, as underlying genetic event, driving most MOs. Furthermore, this provides compelling evidence of a relationship of MO with nodular fasciitis and aneurysmal bone cyst. [5] The presented case emphasizes upon combination of radiologic and histopathologic features, in formulating diagnosis of musculoskeletal tumors, especially the fibro osseous lesions.
